Purpose: Refugee healthcare professionals (RHPs) may encounter several barriers to employment upon moving to the UK, such as conversion of professional qualifications and a lack of familiarity with the recruitment process. The Building Bridges Programme (BBP) is a London-based multi-agency collaboration which helps refugee healthcare professionals seek employment in the UK National Health Service (NHS). Methods: We have kept an electronic database of all RHPs who have participated in the BBP from October 2009 to March 2018. Data collected include gender, language spoken, country of initial medical qualification, immigration status, religion, ethnicity and professional work experience. In this paper, we focus on employment outcomes and determine the proportion (%) of RHPs joining the BBP who enter employment in the NHS. Results: Between October 2009 and March 2018, the BBP supported 372 refugee doctors, 42 refugee pharmacists, 69 refugee dentists, 25 refugee biomedical scientists, 4 refugee physiotherapists and 83 refugee nurses. The following are the results for the RHPs who settled into a registered NHS position appropriate to their (home country) professional qualifications: 98/372 (26%) doctors, 4/42 (10%), pharmacists, 17/69 (25%) dentists, 1/25 (9%) biomedical scientists, 1/4 (25%) physiotherapists and 2/83 (2%) nurses. The following are the results for the RHPs who settled in associated healthcare profession positions: 109/372 (29%) doctors, 16/42 (38%) pharmacists, 12/69 (17%) dentists, 10/25 (40%) biomedical scientists, 3/4 (75%) physiotherapists and 34/83 (41%) nurses. Conclusion: The BBP provides a useful model that is transferable to other countries. Future studies assessing the utility of such programmes should ensure that the long-term employment outcomes of RHPs are more closely tracked. A key limitation of this paper is the absence of a control group of participants who did not join the BPP, which would help to conclusively demonstrate whether participants who joined our programme had a statistically significant improvement in employment outcomes.
Introduction
The National Health Service (NHS) -the public sector organisation providing statefunded healthcare in the United Kingdom (UK) -is facing a recruitment and retention crisis. 1 Rising workloads, worsening morale, the NHS pay cap (which has seen doctors' pay fall by up to 17% in recent years), and concerns around work-life balance are likely factors contributing to healthcare professionals taking time out from training or leaving the NHS altogether. 2 Overseas healthcare professionals, some of whom are refugees, have the potential to occupy vacant posts. According to statistics from the United Nations High Commissioner for Refugees, there were 126,0720 refugees in the UK in 2018. 3 Recent statistics show that 69% of UK hospitals are actively recruiting abroad for doctors or nurses 4 and over one in three doctors on the UK General Medical Council (GMC) register have gained their primary medical qualification from abroad. 5 For many overseas healthcare professionals, starting a new job in a new country can be challenging: they must learn new medicolegal frameworks, training systems, skills, guidelines, and negotiate working relationships with other professionals. 6 These challenges are multiplied manifold for healthcare professionals who arrive as refugees: some have faced persecution and trauma in their homeland, many have lost relevant paperwork, and all are now in a system of healthcare to which they are unfamiliar. 7 Refugee healthcare professionals (RHPs) need to have successfully applied for asylum in order to receive refugee status. Unfortunately, the asylum system can enforce long-term unemployment, which can lead to a lack of confidence and deskilling, meaning RHPs face distinct disadvantages when they try to resume their career in the UK. In response to the challenges faced by RHPs, the Building Bridges Programme (BBP) has been established: a multi-agency collaboration which supports the integration of refugee doctors, nurses, dentists, pharmacists, physiotherapists and biomedical scientists into the NHS. The BBP is a partnership between three organisations. The Refugee Assessment and Guidance Unit (RAGU) is based at London Metropolitan University, which provides the main portal for progression through the BBP and provides careers and employment support for doctors, nurses, dentists, pharmacists, physiotherapists and biomedical scientists from assistant level through to post-registration. 
Methodology
We have kept an electronic database of all RHPs who have participated in the BBP from October 2009 to March 2018 and, where possible, have followed them up to the point where they entered employment. Data in the database are used for statistical and contractual reporting purposes and include information on gender, language spoken, country of initial medical qualification, immigration status, religion, ethnicity, professional work experience and last known employment. In this paper, we focus specifically on employment outcomes and determine the (%) proportion of refugee doctors, dentists, pharmacists, physiotherapists and nurses joining the BBP who re-enter their respective healthcare position once settled in the UK. We also determine the (%) proportion of RHPs joining the BBP who settle in an associated healthcare profession position. The inclusion criteria for joining the BBP are listed in Table 2 . All healthcare professionals joining the BPP sign a consent form confirming that their data can be used for statistical purposes, project evaluation and contractual reporting. The outcomes contained in this manuscript would not be classified as research as per the definition provided by the UK Policy Framework for Health and Social Care Research: http://www.hra-decisiontools.org.uk/research/. An independent ethical adviser at Queen Mary University of London confirmed that the consent form is appropriate to the work being conducted and provided further clarity that this work is considered a service evaluation and not scientific research (proof available upon request). The confidentiality and anonymity of participants is guaranteed. There is no potential harm to participants as a result of this publication.
Results
The RHPs involved in the BBP originated from 31 different countries: Afghanistan, Iran, Iraq, Sudan and Syria were the most frequently represented. The period out of practice varied from a minimum of 1 to 17 years. The career outcomes for refugee doctors, pharmacists, dentists, physiotherapists and nurses from October 2009 to March 2018 using last given information are listed in Tables 3  and 4 . Between October 2009 to March 2018, the BBP supported 372 refugee doctors, 42 refugee pharmacists, 69 refugee dentists, 25 refugee biomedical scientists, 4 refugee physiotherapists and 83 refugee nurses. The following are the results for the RHPs who settled in a registered NHS position appropriate to their (home country) professional qualifications: 98/372 (26%) doctors (see Table 3 ); 4/42 (10%), pharmacists, 17/69 (25%) dentists, 1/25 (9%) biomedical scientists, 1/4 (25%) physiotherapists and 2/83 (2%) nurses (see Table 4 ). The following are the results for the RHPs who settled in associated healthcare profession positions: 109/372 (29%) doctors, 16/42 (38%) pharmacists, 12/69 (17%) dentists, 10/25 (40%) biomedical scientists, 3/4 (75%) physiotherapists and 34/83 (41%) nurses (see Table 4 ). One hundred and ten structured clinical observership courses were completed through co-operation with Whipps Cross and Newham University Hospitals.
Discussion
The BBP aims to support the integration of RHPs into the NHS workforce by enabling the understanding of workbased cultural and linguistic competence, clinical and employability training, and work experience. To our knowledge, we are the first London-based programme to support RHPs from varied healthcare professional backgrounds without an exclusive focus on helping refugee doctors. Given our programme's niche, there are no standards against which to judge our project as, to our knowledge, no similar projects exist at present. Exclusive support for refugee doctors by way of structured clinical attachments in NHS hospitals 8 and multi-agency collaborations coordinated by the London Deanery 9 have been described in the literature, but unlike our project, neither of these initiatives have supported nurses, dentists, pharmacists, physiotherapists and biomedical scientists. Given the programme's longevity and the large number of RHPs that have partaken (n=595), it has proven challenging to know the long-term employment history for many RHPs. Indeed, once RHPs move into employment, they often do not want to be identified by their refugee status or the period when support was required. 9 Similar challenges in tracking the precise employment history of RHPs have been reported by Ong et al 9 who narrated the initiatives taken by the London Deanery (Postgraduate Department of Medical and Dental Education, London University) over 8 years in assisting refugee doctors back into medical employment. With the exception of refugee pharmacists (none of whom were lost to follow-up and 100% gained employment in the NHS), 52% of pharmacists, 58% of dentists, 57% of nurses/midwives, 56% of biomedical scientists and 44% of doctors in this service evaluation were lost to follow-up and we are unable to provide details on their most recent employment status. Therefore, it is possible that the proportion of RHPs (see Tables 3 and 4 ) who joined the BPP from October 2009 to March 2018 and settled in a registered NHS post are minimum percentages. Several studies have identified a range of practical problems that make it difficult for RHPs to take the required steps towards finding employment in a foreign country, including a lack of appropriate information, lack of a clear route through the system and isolation from support networks. 7, 10 The BBP, through providing a core curriculum (see Table 1 ), clinical attachments and ongoing pastoral support to RHPs, aims to offer an antidote to these problems. From our discussions with RHPs, personal and health difficulties represented one of the greatest barriers to entering employment in the UK. Many RHPs on the BBP have suffered from the psychological burden of having to leave their homeland and their support networks, often expressing a sense of loss of their own personal future in medicine. Feelings of frustration and isolation from peers, especially from the medical profession, have been reported in qualitative interviews with refugee doctors. 10 RHPs who joined the BBP found it particularly challenging to adapt to the socratic model of teaching and learning in the UK, which was compounded by the cultural differences -such as the emphasis on multidisciplinary team working in westernised healthcare systems, and the challenges of navigating the idiosyncracies of the English Language.
A key limitation of this study is the lack of a control group; hence, we are unable to conclusively demonstrate whether RHPs who joined the BPP were statistically more likely to gain employment in the NHS. Future research groups may wish to study the long-term career outcomes of all RHPs who express an interest in joining similar programmes and compare the employment outcomes of participants who successfully complete the programme vs those who do not enroll. It would also be interesting for future studies to distil the precise factors, or indeed the interplay of factors, which had the most impact on employment outcomes. A previous study has reported that gender, country of origin, language and country of initial medical qualification, time since last practiced, and family and personal responsibilities, can impact a successful return to the medical profession for refugee doctors. 9 
Conclusion
RHPs can play an important role in the need for a skilled, diverse healthcare workforce. Work-based training programmes can help RHPs overcome obstacles to employment and introduce RHPs to the training system, medicolegal frameworks and provide pastoral support. Future studies assessing the utility of such programmes should ensure that the long-term employment outcomes of 
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